cell tumours (65 %) typical of skin cancer. They have a good prognosis (Table 2 ) even though treated, as most of them are, by local excision. The prognosis of ordinary squamous cell carcinoma is similar whether the tumour is situated in the anal canal or anal margin.
Basaloid carcinomas (Wittoesch et al. 1957 , Pang & Morson 1967 ) are almost exclusively found in the anal canal and mostly arise from the cloacogenic or junctional zone above the dentate line. They are sometimes known, particularly in the American literature, as cloacogenic carcinomas. Called 'basaloid' because their histology resembles basal cell carcinoma or rodent ulcer, they are metastasizing tumours which can be usefully divided into three grades of malignancy. Well-differentiated and moderately differentiated basaloids have a good prognosis even when lymph nodes are involved. Anaplastic basaloids, fortunately rare, have a very poor prognosis. True rodent ulcer or basal cell carcinoma of the hairbearing skin of the anal margin is very uncommon and may be confused with the basaloid type of squamous carcinoma. The prognosis of squamous cell carcinoma depends on the grade of malignancy (Hardcastle 1968 ) as well as the histological type. Grading is especially valuable when deciding whether small-tumours of the anal canal should be treated by local excision or a radical operation. Table 3 . It will be seen that anal margin disease has a better prognosis than anal canal cancer and this is one reason, apart from other clinical and pathological differences, for always regarding these two types of anal cancer separately.
Dr Alfred Bensaude and Dr Jean Nora (Paris)
Differential Diagnosis of Carcinoma of the Anal Margin
It is curious to note that cancer of the anus and anal margin, though one of the most accessible among the cancers of the digestive tract, is one of those responsible for the most frequent errors of diagnosis and is often recognized too late for efficient surgical treatment. The difficulties encountered in the diagnosis of this carcinoma are due partly to its symptoms and partly to the very different and variable aspects it can take. This paper will deal only with cancers situated on the lower part of the anal canal and on the anal margin. Most of the tumours located above the pectineal line have very similar symptoms to those of the rectum and offer the same difficulties of diagnosis. Contrary to what is often described, cancer of the anal margin in its early stages of development is particularly indolent. It does not give rise to the acute pain observed in anal fissure. Carcinoma becomes painful more often in its later stages, when it extends widely through the sphincter to the surrounding tissues and is therefore beyond surgical resource. At this period of growth, extension to the sphincter is a source of facal incontinence: my father, Raoul Bensaude, and his pupil, A Cain, always insisted on the gravity of the association of acute pain and incontinence as signs of very extensive carcinoma.
Because of the absence of pain in the early stages, the growth is more often recognized by accident during the cleansing of the region; in other cases the tumour is marked by an uneasy but slight sensation of intra-anal discomfort that can be ignored for some time.
Anal carcinoma bleeds but the bleeding is usually very slight and marked only by small red marks on the paper or cotton during cleansing. The growth is a local one and general health is not impaired until very late. It is a florid cancer and usually nothing in the clinical history leads one to suspect the seriousness of the disease. This lack of symptoms explains why the cancer is often seen at a late stage.
Even when the growth is examined the difficulty persists. The typical ulcerative or protuberant growth usual to cancer, with its induration, its fragility and tendency to bleed when touched, is rarely observed to begin with, and appears generally at a later stage. On the contrary, the great variation in character of anal carcinoma in its early stage is such that errors of diagnosis can be made. It can look like a simple erosion of the skin or a fissure or an unusual type of pile; some cases recall a venereal ulceration, syphilitic or due to Ducrey's bacilli; in some cases cancer has been mistaken for condyloma or a benign growth or even, when secondary to Bowen's or Paget's disease, to some kind of abnormal eczema. These errors are often due to superficial examination: simple palpation with the finger is of great importance to ensure a correct diagnosis; the visible part of the growth is, in most cases, but a small portion of the tumour. Generally one can feel, around and under the visible ulceration, a deep infiltration of the surrounding tissues; this infiltration continues inside the anal canal and can be smooth or ulcerated: such infiltration, even if it is slight, is important and must evoke the possibility of carcinoma. But diagnosis can be very difficult. Biopsy and histological evidence are necessary.
Differential Diagnosis
Differential diagnosis must eliminate three different types of disease: a common condition of the anus, specific conditions, and other malignant conditions. Common conditions: Among these, anal carcinoma can simulate a thrombosed or prolapsed hamorrhoid, but only after very superficial examination. It may look like an unusual prolapse, but when examined closely the formation is hard to the touch, it is generally ulcerated, it bleeds much more easily than would an ordinary pile, it is much more painful and digital examination shows the deep infiltration. All these characteristics should make one suspicious.
Cancer can look like fissure in ano but the sides of the ulceration are harder than could be expected, its centre is uneven and bleeds on contact. What renders the diagnosis difficult in this case is the possibility of malignant transformation of the common fissure. In France Madame Albot has insisted on this possibility and recommends the excision and histological examination of all fissures of long standing.
In some cases anal carcinoma can simulate inflammatory granuloma, like those seen around the external opening of fistula. Diagnosis can be very difficult, as the development of cancer on such an aperture is not exceptional. We have lately observed the growth of carcinoma on the operative wound of a fistula.
Cancer can sometimes evoke venereal papilloma. Diagnosis is not usually difficult but malignant transformation of these growths has been observed and histological examination should be the fixed rule. Specific conditions of the anal margin can sometimes be a problem. Primary syphilis does not as a rule resemble carcinoma: the ulceration is superficial and the induration is very slight, like a visiting card; the surface is pink or light red and very regular; the first symptoms are always recent. Examination of the groin shows the specific multiple adenopathy, with many small nodes surrounding a much larger one. The skin and mouth often show signs of secondary syphilis. All these signs call for blood tests and a search for treponema in the ulceration. Secondary syphilis of the anal margin is rarely ulcerated and cannot be mistaken by the experienced observer; there are usually multiple lesions of the hypertrophic type, which should not create confusion. Ducrey's ulceration, very rare nowadays, is very painful and has an acute evolution; the ulceration, very large and covered with pus, can hardly be mistaken for cancer. The big inflamed inguinal lymph node is very characteristic.
Anal tuberculosis is today very exceptional. Ulcerations were, before active treatment of this disease, quite common as a complication of severe cases of tuberculosis of the lung. The deep ulcerations with a necrosed and irregular surface, irregular uplifted thin and violet edges, are easy to recognize, the more so as they often open into a fistula.
Hypertrophic tuberculoma of the anus is observed from time to time and evokes secondary syphilis rather than carcinoma. We will not dwell on anal ulceration in Crohn's disease, which Morson has taught us to recognize, or in ulcerative colitis, which can hardly be confused with cancer. Other malignant conditions of the anus are very rare. Sarcoma is generally seen in the shape of a large growth, round and regular; it is of submucous origin and, though often red in colour, is covered for a long time by an apparently normal mucous membrane; ulcerations of its surface appear at a later stage.
Malignant melanoma of the anus is very seldom seen. I have had the privilege of observing 2 cases of this very malignant disease. In one case it was in the shape of a very large round pediculated polyp, of a uniform pink colour. Diagnosis was made after excision, after cutting the growth: the section was marked with dark brown or blackish spots. In the second case, also very like a large polyp, brownish spots on the surface of the growth led to suspicion of melanoma before histological confirmation.
Leukaemia, be it acute or chronic, can be complicated by rectal localizations. In acute leukaemia these take the form of very painful and hard nodes that ulcerate very rapidly; diagnosis is easy because the anal condition is only one element of a generalized condition. More difficult is the diagnosis of rectal disorders in chronic lymphatic leukemia, of which we have seen 2 cases, marked by very large, extensive and deep ulceration of the anal and rectal walls.
Hodgkin's disease, very rare in the anal canal, shows very hard growths whose nature can be 6215 recognized only after histological examination. I have also seen recently a case of ulceration of the anus and rectum in the course of acute agranulocytosis.
Though diagnosis of these conditions can be very difficult, their existence must be known; they do not look much like carcinoma and are generally not mistaken for this disease. The detailed records of 170 cases of squamous cell carcinoma of the anus treated at St Mark's Hospital from 1928 to 1962 have been examined to try to determine whether radical ileo-inguinal block dissection (Lee 1955) could improve the prognosis. Epidermoid cancer of the anal canal was found to be twice as common as that of the anal margin. Four out of five of these tumours were of a 'high' or 'average' grade malignancy compared with three out of five of the tumours of the anal margin. Fig 1 relates the corrected fiveyear survival rate to the histological grading of the tumour. Fig 2 shows the incidence of gland involvement.
Lympathic Spread
Hwmorrhoidal glands: After radical excision, the hemorrhoidal glands were involved in 44 % of the specimens from carcinoma of the anal canal but no metastases were found in 12 cases of anal margin cancer. Pelvic glands: This pathway of spread was studied in 8 patients (Table 1 ). In carcinoma of the anal margin, lymphatic spread is primarily to the inguinal nodes; the obturator and iliac become involved later. That the pelvic nodes can be involved when the hkmorrhoidal are not emphasizes the necessity of radical ileo-inguinal block dissection if extirpation of involved glands is to be achieved in carcinoma of the anal margin. In carcinoma of the anal canal, in one of 5 cases, the iliac glands were involved when neither the hemorrhoidal nor the inguinal were affected, which clearly has a bearing on the propriety of ileo-inguinal block dissection. Inguinal glands: The number of patients who developed inguinal metastases at some stage of the disease is recorded in Table 2 . The life expectancy of those who subsequently develop malignant adenitis was found to be better than those whose glands were judged to be already malignant Eighty-three patients were found to have enlarged glands when first examined; they were thought to be malignant in 49 and benign in 34. Five of the latter or 1 in 7 subsequently became malignant. Of the 49 who had malignant glands 19 were submitted to block dissection; there were 8 threeyear survivors in this group and 2 others who were alive and well without recurrence twelve months later. The way in which the remaining 30 cases were managed is shown in Table 3 . Fifteen were inoperable. Amongst the remainder there were 8, all of whom were dead within three years, who might have benefited by block dissection. In 2, though the adenopathy progressed, the glands remained untreated and in 6 radiotherapy failed to influence operable glandular recurrence.
Twenty-eight block dissections were carried out and the results are recorded in Table 4 . Nineteen patients were thought to have a malignant adenitis on their first admission and another 9 subsequently developed inguinal metastases. The majority of the recurrences took place within a year but in one instance four years elapsed between the treat-
